The Rohingya people are now living in overcrowded refugee camps and makeshift settlements with low standards of water, sanitation, and hygiene (WASH). This study was conducted to examine WASH practices and associated risk factors among the Rohingya refugees in Bangladesh. The present study comprised 350 participants with data collected via a semi-structured questionnaire. Most respondents (84%) did not have good knowledge concerning WASH. Furthermore, 50.3% had unsafe WASH practices, 38.6% had fair WASH practices, and 11.1% had safe WASH practices. WASH practices were significantly associated with age, education, marital status, and WASH knowledge.
Bazar district of Bangladesh, bringing the total number of Rohingya refugees residing in Bangladesh to approximately 910,000 (UNHCR ).
This mass migration has created extensive pressure on services existing in the refugee camps and makeshift settlements (Iacucci et al. ) . Essential services, including food, water, health service access, and mostly shelter and sanitation, are insufficient in properly accommodating the needs of the refugees (Iacucci et al. ) . The unsanitary living conditions accompanied by poor water, sanitation, and hygiene (WASH) practices have facilitated the emergence of many infectious diseases, i.e., diarrhea, cholera, chickenpox, and diphtheria. (Ahmed et al. ; Cousins ; Hsan Naher & Siddique ) . Consequently, the present study was conducted to establish baseline information concerning WASH practices and investigate factors associated with WASH practices among Rohingya refugees.
METHODS

Participants
The present study was descriptive, cross-sectional, and con- Multistage sampling techniques were used to collect data.
First, two refugee camps were selected using convenience sampling. Then, households were selected by using disproportionate stratified random sampling, and the sample was selected using purposive sampling.
Materials and data collection
Data were collected via face-to-face interviews using a threesection semi-structured questionnaire that was pretested among 10 refugees and developed by a team of three academic experts knowledgeable in the area. Section 1 comprised questions relating to socio-demographic variables (age, sex, religion, education, marital status, family size, duration of staying in Bangladesh, etc.). Section 2 comprised questions assessing WASH knowledge of refugees concerning water, sanitation, and hygiene, including the understanding of safe water sources, adequate sanitation, critical times for handwashing, handwashing agents, the use of footwear, critical times for teeth brushing, and agents for brushing teeth. Section 3 comprised questions assessing the self-reported WASH practices, including water collection, water storage, handwashing, toilet hygiene, and washing clothes. WASH knowledge and practices were categorized according to previous studies (e.g., Farah et al. 
Data analysis
Data were analyzed using Statistical Package for Social Sciences (SPSS), version 22.0. Frequency, percentages, and means were calculated, and cross-tabulations and chisquare tests were used to investigate the relationships between variables. 
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RESULTS AND DISCUSSION
Socio-demographic characteristics
In this study, 70.3% of participants were males and 29.7% were females. The average age of participants was 39.31 years (SD ¼ 15.47). Most were married (79.4%) and illiterate (66.6%). All participants were Muslims and almost all had registered themselves as a refugee (99.1%). Their average stay duration in refugee camps was 1.003 years (SD ¼ 3.009). Most participants (98.9%) resided in a tarpaulin/plastic made house with the remainder in a tinshed house (1.1%). The average number of people living in each household was seven (SD ¼ 2.974).
Knowledge of water, sanitation, and hygiene (WASH)
Of those surveyed, 39.4% had poor WASH knowledge, 44.6% had average WASH knowledge, and 16% had good WASH knowledge. The highest frequency of average WASH knowledge was found in the '18-30 years' age group (40.60%), whereas those aged 'above 60 years' had the highest frequency of poor WASH knowledge (67.5%).
Predictably, most participants in the 'above secondary education' group had good WASH knowledge (61.5%). The study found no significant differences between males and females (χ 2 ¼ 2.802, p ¼ 0.246) concerning WASH practice knowledge (see Table 1 ).
Practice of water, sanitation, and hygiene (WASH)
Good WASH practices are especially important for promoting good health ( Joshi et al. ; Farah et al. ) . In the present study, participants reported multiple sources of drinking water, including those that had improved (tube well [84%], piped water [8.9%], small tank [2.3%]) and those that had not (dug well [4.9%]). In addition, the study found significant gender differences in the sources used to access drinking water (χ 2 ¼ 9.452, p ¼ 0.024) ( Table 1) .
Among the total participants, 56.3% reported that responsible household members always put covers on water containers during transportation and storage time, 2.9% did it sometimes, and 40.9% had never done so.
Hand hygiene is one of the most important practices to avoid getting sick and spreading germs to others. Washing with water alone removes pathogens, but is not as effective as using soap (Phillips et al. ) . However, habits and cultural norms can be disrupted in the setting of internal displacement, thereby potentially changing practices such as handwashing (Phillips et al. ) . In the present study, the self-reported frequency of handwashing was the highest in 'before eating' (94%). This was followed by handwashing after going to the toilet (92%), after touching dirty objects (84.9%), before preparing food (64%), and before feeding a child (63.4%). The study found significant gender differences with females being more likely to wash hands before feeding a child (χ 2 ¼ 31.291, p < 0.001) and preparing food (χ 2 ¼ 4.230, p ¼ 0.04) ( In the present study, the majority of the participants (52.9%) reported using communal toilets (usually blocks of multiple toilets available to all individuals) as the main facility of defecation. This was followed by shared household 
